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Late expulsion of a Dacron patch after carotid
endarterectomy
Linda Le, MD, Kristofer Charlton-Ouw, MD, Hazim J. Safi, MD, and Ali Azizzadeh, MD, Houston, Tex
Patch angioplasty using synthetic materials such as Dacron and polytetrafluoroethylene has become the standard of care
after carotid endarterectomy. This method has been shown to reduce recurrent stenosis and stroke as compared to
primary closure. Complications, including infection and pseudoaneurysm, are very rare. Another complication that has
been described in two case reports to date is the late rejection of a polytetrafluoroethylene patch. We present the first
reported case of a late Dacron patch expulsion 4 years after carotid endarterectomy. The patient was managed
conservatively after a selective carotid arteriogram demonstrated no evidence of stenosis or pseudoaneurysm formation.
(J Vasc Surg 2012;56:1721-3.)
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iPatch angioplasty during carotid endarterectomy
(CEA) has been shown to reduce the risks of perioperative
and late stroke as well as recurrent stenosis.1 Two fre-
quently used synthetic materials for patch angioplasty are
polytetrafluoroethylene (PTFE) and knitted polyester (Da-
cron). Although complications from synthetic carotid
patches are rare with a rate of about 0.37%,2 infection and
pseudoaneurysm formation have been reported. Untreated
patch infections can lead to patch blowout, hemorrhage,
sepsis, or stroke. We report a case of a late Dacron patch
expulsion without any stenosis or pseudoaneurysm forma-
tion. This is a complication that has not been previously
reported in the literature.
CASE REPORT
A 68-year-old woman with a history of diabetes mellitus,
coronary artery disease, and peripheral arterial disease underwent a
left CEA with Dacron patch angioplasty for asymptomatic high
grade stenosis in March of 2006 at our institution. The procedure
was technically unremarkable. The patient was anticoagulated with
intravenous heparin, which was reversed with protamine. A Da-
cron patch was used for closure of the common and internal carotid
arteriotomy. The patch was neither preclotted nor protein-coated.
The distal end point of the internal CEA was tacked down with
interrupted 7-0 prolene sutures. The patch was sewn in place using
a running 6-0 prolene suture. There was no excessive bleeding. No
topical procoagulant agents were used. The patient was discharged
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http://dx.doi.org/10.1016/j.jvs.2012.05.099ome on postoperative day 1 with no complications. She was
aking a satisfactory recovery during her postoperative clinic visit
t 1 month. She remained asymptomatic until January 2010. She
isited her primary care physician for a “boil” in the mid-aspect of
er incision (Fig 1). This was diagnosed as a stitch abscess and
reated with warm compress. Over the next 2 months, the patient
ad some flare-ups of her incision site with minimal bloody dis-
harge. In March of 2010, the patient cut some patch material,
hich was extruding from the incision (Fig 2). The remainder of
he patch as well as the suture exteriorized over the next 2 days.
he patient visited her cardiologist, who referred her for further
valuation. On follow-up visit in our clinic a few days later, a small
inus was present in themid-aspect of the left neck incision without
ny erythema or drainage. She had no systemic signs or symptoms
f infection. She brought in the exteriorized material in a plastic
ag. Examination of the material confirmed expulsion of the entire
acron patch (Fig 2). We did not perform any other testing
culture, sonication, etc) on the patch. We did not believe that
onicating the patch at this time would change our management or
ulture would isolate a bacterium. A selective left carotid angio-
ram was performed (Fig 3). The study demonstrated intact left
ommon, internal, and external carotid arteries without any evi-
ence of stenosis or pseudoaneurysm formation. Because there was
o evidence of active infection, we decided to manage the patient
onservatively. The left neck sinus has subsequently healed. A
ollow-up ultrasound at 9 months showed no evidence of stenosis
r aneurysm formation. Our plan is to follow her closely with serial
uplex imaging. If there are any signs of complications (stenosis,
neurysm, or infection), we will perform an operative intervention.
ISCUSSION
Patch angioplasty is commonly performed after carotid
ndarterectomy. In 2004, Bond et al reviewed the outcome
f seven randomized trials totaling 1281 procedures com-
aring primary closure to patch angioplasty.3,4 Patch an-
ioplasty demonstrated a reduced risk of stroke or death as
ell as a reduced rate of return to surgery and arterial
cclusion. Synthetic materials, such as Dacron or PTFE, are
eadily available and easy to use. Dacron is a polyester fiber
hat shows good tensile strength and resistance to stretch-
ng.5 The incidence of complications such as infection and
seudoaneurysm formation is extremely low. Although
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Fig 1. Left carotid incision after patch expulsion showing a small
sinus without any active infection.
Fig 2. Extracted Dacron patch.
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wo patients,1,6 based on our review of the literature, this is
he first report of a Dacron patch rejection. Since the
xpulsion of the graft happened 4 years after the initial
urgery, the most probable hypothesis is that the inciting
vent was an infection of the Dacron patch. One would
xpect the patch to be well incorporated into the arterial
all after 4 years. However, the chronic infection that
ccurred in this case could have caused a foreign body
eaction/inflammation that eventually rejected the patch
nd left behind a fibrous capsule. TheDacron patch and the
uture have completely extruded from the sinus tract. The
ngiogram showed no evidence of stenosis or pseudoaneu-
ysm formation. The arterial wall is likely being held to-
ether by a fibrous capsule. The patient kept the patch in a
iploc bag for a few days prior to her clinic appointment.
he had no systemic sign of infection, and the sinus was
ealing. Therefore, we did not believe that sonicating the
atch would change our management, nor would the cul-
ure grow an organism.
Themost likely explanation of this patient’s clinical course
s a chronic patch infection with gradual sinus formation and
oreign body rejection. A selective carotid angiogram showed
o evidence of stenosis or pseudoaneurysm formation. Our
ig 3. Selective left carotid angiogram after patch expulsion
hows no evidence of stenosis or pseudoaneurysm formation.lan is to follow this patient with serial ultrasound.
56
JOURNAL OF VASCULAR SURGERY
Volume 56, Number 6 Le et al 1723REFERENCES
1. Ballotta E, Da Giau G. Late rejection of an entire polytetrafluoroethylene
carotid patch with complete restitution of vascular continuity. Eur J Vasc
Endovasc Surg 1999;18:452-254.
2. Borazjani BH, Wilson SE, Fujitani RM, Gordon I, Mueller M, Williams
RA. Postoperative complications of carotid patching: pseudoaneurysm
and infection. Ann Vasc Surg 2003;17:156-61.
3. Bond R, Rerkasem K, AbuRahma AF, Naylor AR, Rothwell PM. Patch
angioplasty versus primary closure for carotid endarterectomy. Cochrane
Database Syst Rev 2004;(2):CD000160.4. Bond R, Rerkasem K, Naylor AR, AbuRahma AF, Rothwell PM. System-
atic review of randomized controlled trials of patch angioplasty versus Sprimary closure and different types of patch materials during carotid
endarterectomy. J Vasc Surg 2004;40:1126-35.
. Muto A, Nishibe T, Dardik H, Dardik A. Patches for carotid artery
endarterectomy: current materials and prospects. J Vasc Surg 2009;50:
206-13.
. Tshomba Y, De Dominicus D, Marone E, Mascia D, Sanvito F,
Chiesa R. Aseptic polyurethane carotid patch rejection: complication,
allergy or miraculous healing? J Cardiovasc Surg (Torino) 2011;52:
859-61.ubmitted Jan 24, 2012; accepted May 29, 2012.
